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AbstrAct 
Background: Nursing homes provide long-term housing, support and nursing care to frail elders who are no longer 
able to function independently. Although studies conducted in the United States have demonstrated an association 
between for-profit ownership and inferior quality, relatively few Canadian studies have made performance compari-
sons with reference to type of ownership. Complaints are one proxy measure of performance in the nursing home set-
ting. Our study goal was to determine whether there is an association between facility ownership and the frequency 
of nursing home complaints.
Methods: We analyzed publicly available data on complaints, regulatory measures, facility ownership and size for 604 
facilities in Ontario over 1 year (2007/08) and 62 facilities in British Columbia (Fraser Health region) over 4 years 
(2004–2008). All analyses were carried out at the facility level. Negative binomial regression analysis was used to as-
sess the association between type of facility ownership and frequency of complaints.
Results: The mean (standard deviation) number of verified/substantiated complaints per 100 beds per year in Ontario 
and Fraser Health was 0.45 (1.10) and 0.78 (1.63) respectively. Most complaints related to resident care. Complaints 
were more frequent in facilities with more citations, i.e., violations of the legislation or regulations governing a home, 
(Ontario) and inspection violations (Fraser Health). Compared with Ontario’s for-profit chain facilities, adjusted in-
cident rate ratios and 95% confidence intervals of verified complaints were 0.56 (0.27–1.16), 0.58 (0.34–1.00), 0.43 
(0.21– 0.88), and 0.50 (0.30– 0.84) for for-profit single-site, non-profit, charitable, and public facilities respectively. 
In Fraser Health, the adjusted incident rate ratio of substantiated complaints in non-profit facilities compared with 
for-profit facilities was 0.18 (0.07–0.45).
Interpretation: Compared with for-profit chain facilities, non-profit, charitable and public facilities had significantly 
lower rates of complaints in Ontario. Likewise, in British Columbia’s Fraser Health region, non-profit owned facilities 
had significantly lower rates of complaints compared with for-profit owned facilities. 
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N
ursing  homes  (referred  to  as  “residential 
care facilities” in British Columbia and as “long-
term care facilities” in Ontario) are licensed and 
regulated institutions that provide long-term housing, 
24-hour support and nursing care to mainly frail elders 
who are no longer able to function independently. Many 
nursing home residents have dementia, and a majority 
are women on low incomes.
1 Moreover, nursing home 
residents have increasingly greater levels of disability 
and higher care needs over time,
2 and facilities are chal-
lenged to provide high-quality care within the current 
constraints of their funding. Decision-makers,
3 the pub-
lic
4 and academics
5,6 have all expressed concerns about 
the quality of care in nursing homes. Indeed, the prov-
incial  Ombudsmen  in  Ontario,  British  Columbia  and 
Quebec have recently released reports on this sector in 
response to such concerns.
7–9
 Hirschman describes two options for consumers of 
health care to exercise some control over perceived poor 
care.
10 The first is “exit”—in this case, the ability to move 
to another facility. However, the ability to exit is typically 
limited for nursing home residents, and the actual trans-
fer rate was found to be as low as 3.3% in one study of 
4 US states.
11 A resident’s second option is “voice” —the 
ability to lodge a complaint with the expectation that a 
perceived shortcoming will be remedied.
12 However, this 
is also challenging for nursing home residents. Many are 
cognitively impaired or may fear retaliation from facility 
staff. In addition, the procedure for lodging a complaint 
may not be well known or may be quite onerous. On the 
other hand, the option to lodge a formal complaint with 
regulators is available in most jurisdictions and can be 
made at any time by the resident or any other individual 
who wishes to do so. Therefore, some researchers have 
argued that complaints potentially represent an addi-
tional indicator of quality.
13 
Stevenson examined national data on complaints in the 
United States and found that the frequency of complaints 
varied in a manner consistent with some but not all other 
quality measures. The author demonstrated that a higher 
frequency of complaints in one yearly quarter predicted a 
greater likelihood of deficiencies found  in subsequent in-
spections and that complaints were negatively associated 
with levels of nurse and nurse aid staffing.
12 This study 
also found a higher rate of complaints in for-profit facili-
ties as compared with non-profit facilities.
12 
In Canada and many other Western countries, most 
nursing homes are funded publicly although the owner-
ship of these facilities may be private (for-profit), non-
profit  (religious  or  community  non-profit  society),  or 
public (government or government-established body). 
Prior research, largely from the United States, has found 
a consistent association between non-profit ownership 
and higher quality of care.
14,15 The principal hypothesized 
mechanism for this association is that non-profit facili-
ties have higher direct care staffing levels,
5,14,15 which in 
turn are associated with better process
16 and outcome 
measures.
17,18 Research on nursing home quality in Can-
ada is in its infancy. There is little Canadian research 
on facility ownership and quality
19–24 and no published 
Canadian research on complaints. Furthermore, health 
policy in many but not all jurisdictions appears to be 
moving toward increased contracting of residential care 
by health ministries to for-profit facilities.
25
This  study  examines  publicly  available  data  in  one 
Canadian province (Ontario) and one large health re-
gion (Fraser Health) in British Columbia (BC). Our study 
goals were to describe the frequency distribution and 
types of complaints; to describe the number of com-
plaints per 100 beds per year by facility ownership, size 
and regulatory measures; and to analyze the association 
of facility ownership characteristics with complaints in 
each jurisdiction.
Methods
Complaints  are  described  on  the  Ontario  Ministry  of 
Health and Long-Term Care website as “the expression 
of dissatisfaction relating to the operation of a long-term 
care (LTC) home.”
26 Complaints can be made at any time 
by a resident, family or member of the general public.
27 
Each concern reported in the complaint is followed up 
by a Ministry of Long-Term Care inspector to determine 
whether it is “verified.”
28 During the period of the cur-
rent study, nursing homes in Ontario were governed by 
three different sets of legislation.
* Legislation covering 
for-profit and non-profit facilities (Nursing Homes Act, 
1990) enshrined a duty to report suspected neglect. The 
complaints process for municipal and charitable facili-
ties was covered by less formal ministry policy. 
At the time of the study the Ontario Ministry of Health 
and  Long-Term  Care  stated  that  “verified  complaints 
may result in an unmet standard/criteria or citation 
issued  against  the  long-term  care  (LTC)  home  oper-
ator.”
29 An unmet standard was a finding that a facility 
had not met one of the standards outlined in the Long-
Term Care Homes Program Manual during the course 
*Nursing Homes Act, 1990 (for-profit and non-profit facilities); 
Charitable Institutions Act, 1990 (faith-based and ethnic charitable 
facilities); Homes for the Aged and Rest Homes Act, 1990 (munici-
pal homes). Open Medicine 2011;5(4)e185
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of any Ministry inspection. This manual contained over 
470 items and provided the policy link among the three 
pieces of legislation and a common set of standards and 
criteria. A citation against the facility is a more serious 
finding; in this case, the long-term care home operator is 
found to be in violation of the legislation or regulations 
governing that home.
26  
In BC, regulation of nursing homes is devolved to five 
geographically based health regions. Each region has a 
Community Licensing Office to which complaints can be 
directed in writing or by phone. The licensing officer then 
follows up on the complaint to decide whether it is sub-
stantiated and to determine its seriousness. Although the 
process of determining whether a complaint is founded 
appears to be similar between jurisdictions, for the pur-
pose of clarity we have retained the specific terminology 
used by each jurisdiction: “verified” complaints in Ontario 
and “substantiated” complaints in Fraser Health.
The regulatory measures used in the BC system are 
risk ratings and inspection violations. A risk rating is a 
score assigned to each facility on the basis of a formal set 
of criteria. Risk ratings provide a method for inspectors 
to determine the intensity of monitoring of a given facil-
ity. Risk ratings take into consideration a wide range of 
factors related to complaints: staffing, management and 
staff supervision, facility physical environment, policies 
and inspection results.
30 Inspection violations are vio-
lations of the Community Care and Assisted Living Act 
Residential Care Regulations.
31
Study population and data sources. Our study popula-
tion included all licensed facilities providing care to the 
elderly in Ontario in 2007/08 and in one large health re-
gion (Fraser Health) in BC from 2004 to 2008. The study 
periods for these two jurisdictions were determined by 
the years for which data were posted and available at the 
time we began our study.
Data were extracted from a number of sources. On-
tario  data  on  verified  complaints,  unmet  standards, 
citations, facility ownership and size were taken from a 
publicly available website posted by the Ontario Ministry 
of Health and Long-Term Care.
32 These data were avail-
able for 1 year only (1 July 2007 to 30 June 2008). Data 
on chain affiliation were provided by one of the study co-
authors (Stocks-Rankin), who collected this information 
as part of a master’s thesis on ownership in Ontario’s 
long-term care facilities.
33
Unlike in Ontario, complaints data in British Colum-
bia are not routinely released by the Health Authorities. 
However, these data were available on a website posted 
by one of Vancouver’s daily newspapers (The Vancouver 
Sun), which obtained access through a Freedom of In-
formation request to the Fraser Health Authority. The 
newspaper then constructed a website to make these 
data publicly available.
34 The complaints data from this 
source represent the 4-year period from 1 April 2004 to 
31 March 2008. The BC data on facility ownership and 
size were obtained using the same methods described in 
previous research.
22 
For both jurisdictions, complaints are posted in such 
a way that one cannot know whether one individual is 
lodging several complaints or multiple individuals are 
lodging one complaint. The study was reviewed and ap-
proved by the UBC Research Ethics Board.
 
Data  measures.  The complaint categories established 
by each regulatory body were used to classify com-
plaint types. Although these are not exactly the same 
across jurisdictions, both classifications give the reader 
an idea of the general themes that were reflected in the 
complaints.  
Our main outcome measure was complaints per 100 
beds per year, as calculated by dividing the number of 
complaints for a given year in a given facility by the total 
number of beds in that facility multiplied by 100. We 
assumed that occupancy in both jurisdictions was full, 
such that complaints per 100 beds represented a reason-
able surrogate measure of complaints per 100 nursing 
home residents. This assumption was based on lengthy 
wait times for residents to be admitted to residential care 
in  Ontario
35 and bed occupancy rates of 98.5% to 99.1% 
in  Fraser  Health  over  those  periods  (Heather  Cook, 
Executive Director, Residential Care & Assisted Living 
Program, Hope Community & Fraser Canyon Hospital, 
Fraser Health Authority; personal communication, 2011 
Oct 28). In Fraser Health, for the descriptive portion of 
the analysis only, we assumed that the rate of complaints 
was spread evenly across the 4-year period and divided 
the total complaints per 100 beds by 4. 
In  Ontario,  we  were  able  to  examine  only  verified 
complaints, as data on the total number of lodged com-
plaints were not available. In Fraser Health, both sub-
stantiated and total complaints were available. The latter 
includes substantiated and unsubstantiated complaints, 
complaints for which data were insufficient, complaints 
outside the licensing mandate, and complaints for which 
data  were  not  available.  We  decided  to  examine  this 
measure (total complaints), since there may be consider-
able challenges to the substantiation of complaints in 
this population.
12,36 
Our main variable of interest was facility owner-
ship. Ownership in Ontario was classified into 5 groups: Open Medicine 2011;5(4)e186
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for-profit chain affiliation (defined as a for-profit facil-
ity with more than one site), for-profit single-site; non-
profit; charitable (defined as a non-profit facility with 
charitable status); and public (defined as a facility owned 
and operated by a municipality). The Ontario non-profit 
facility classifications were those posted on the publicly 
available website. Ownership in Fraser Health was clas-
sified into 2 groups (for-profit and non-profit) in view of 
the small number of publicly owned facilities (n = 2) and 
the absence of data for chain affiliation. 
We also examined the frequency of complaints in rela-
tion to facility size, as measured by bed numbers, and the 
regulatory measures for each jurisdiction posted along 
with the complaints data for the same period. In Ontario, 
these data pertained to unmet standards and citations. 
In  Fraser  Health,  they  pertained  to  inspection  viola-
tions and facility risk ratings. All regulatory measures 
were dichotomized into observations falling at or below 
the mean or median versus all other observations. The 
median value was used as the cutoff if the standard devi-
ation was greater than the mean; otherwise, the mean 
value was used as the cutoff.  Risk ratings, available for 1 
year only in Fraser Health, were also dichotomized into 
high and medium versus low risk. We further examined 
the distribution of complaints by year for Fraser Health.
Data analysis. First, we described the frequency distri-
bution of complaints over the study periods. We then de-
scribed the types and frequency of complaint categories. 
Next, we explored differences in the distribution of com-
plaints per 100 beds per year by facility size, ownership, 
and other regulatory measures. One would expect there 
to be some correlation of complaints with other regu-
latory measures, given that the former is a trigger for 
more  frequent  inspections.  However,  since  regulatory 
measures encompass a broader range of factors beyond 
complaints, we wanted to describe the distribution of 
complaints in relation to these measures.
All analyses were done at the facility level. In view 
of the high proportion of facilities with no complaints 
(over-dispersion of complaints data), we used negative 
binomial  regression  analysis  to  examine  the  effect  of 
facility ownership on frequency of complaints. Facility 
ownership was our principal variable of interest. Facility 
size and year, the 2 other available variables, were en-
tered concurrently with facility ownership as potentially 
confounding variables. Covariates were then dropped if 
their significance in the adjusted model was greater than 
p = 0.05 and their exclusion did not appear to influence 
the effect estimates for ownership (confounding effect). 
Standard  errors  were  adjusted  for  the  Fraser  Health 
models to account for repeated measures of the same fa-
cilities over the 4-year period. SAS version 9.2 was used 
to run the analyses.
Results
There were a total of 604 facilities in Ontario and 299 
verified complaints in 2007/08. Twenty-five percent of 
the facilities accounted for all complaints, and almost 
three-quarters of facilities had no complaints (Table 1). 
The most frequent complaint category was resident care 
(n = 156, 52.2%), followed by facility organization and/or 
Table 1:  Frequency distribution of complaints in Ontario facilities, 2007/08 (N = 604), and Fraser Health facilities , 2004–2008 (N = 62) 
Number 
of complaints
Ontario facilities with veri￿  ed* 
complaints 2007/08, n (%)
Fraser Health facilities with 
substantiated*† complaints, 2004    –2008, n (%)
Fraser Health facilities 
with total‡ complaints, 2004–2008 , n (%)
0 450 (74.5) 33 (53.2) 13 (21.0)
1 72 (11.9) 8 (12.9)§ 7 (11.3)
2 46 (7.6) 8 (12.9) 10 (16.1)
3 19 (3.2) 2 (3.2) 5 (8.1)
4 11 (1.8) 3 (4.8) 4 (6.5)
5 3 (0.5) 0 7 (11.3)
6–10 3 (0.5) 4 (6.5) 7 (11.3)
> 10 0 4 (6.5) 9 (14.5)
Total 299 128 330
* The terms “veri￿  ed” and “substantiated” are used by Ontario and Fraser Health respectively.
† “Substantiated” complaints include complaints with all allegations substantiated and complaints with some allegations substantiated.
‡ “Total” complaints comprise substantiated complaints, unsubstantiated complaints, complaints for which there is insu￿   cient information to substantiate, complaints outside 
licensing mandate, and complaints with data not available.
§ In this row there are more Fraser Health facilities with 1 substantiated complaint than there are with1 total complaint because some facilities were reclassi￿  ed into having 2 or more 
complaints once the additional sub-groups for total complaints lodged against facilities were included.Open Medicine 2011;5(4)e187
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administration (n = 44, 14.7%) (Table 2). Just over 1 in 10 
complaints related to the facility environment (n = 34, 
11.4%) and fewer than 1 in 10 (n = 22, 7.4%) were com-
plaints about the food (Table 2). A small number related 
to abuse (n = 6, 2.0%). A mean of 0.45 (standard devia-
tion [SD] 1.10) verified complaints were received per 100 
beds per year in Ontario (data not shown).
In Ontario, the mean number of verified complaints 
per 100 beds per year was higher in facilities found to 
have more than the median of 2 unmet standards as 
compared with those with 2 or fewer unmet standards 
0.89 (SD 1.51) versus 0.14 (SD 0.42) (Table 3). The mean 
number  of  verified  complaints  per  100  beds  per  year 
were also higher in facilities with 1 or more citations as 
compared with facilities with no citations, 1.20 (SD 1.60) 
versus 0.38 (SD 1.00). 
Over one-half of all Ontario facilities were for-profit 
(n = 336). Of these, the majority (n = 286) were part of 
a chain (Table 3). The mean (SD) number of complaints 
per 100 beds per year was 0.60 (1.34), 0.34 (0.88), 0.40 
(1.03), 0.22 (0.49) and 0.26 (0.53) in Ontario’s for-profit 
chain, for-profit single-site, non-profit, non-profit char-
itable and public facilities respectively. Compared with 
for-profit chain facilities, the adjusted incident rate ratios 
and 95% confidence intervals (CI) of complaints were 
0.56 (0.27–1.16), 0.58 (0.34–1.00), 0.43 (0.21–0.88), and 
0.50  (0.30–0.84)  for  for-profit  single  site,  non-profit, 
charitable and public facilities respectively after control-
ling for facility size (Table 4).
There  were  a  total  of  62  facilities  in  Fraser  Health 
and 330 total complaints between 
1 April 2004 and 31 March 2008 
(Table  1).  Approximately  50%  of 
the facilities (N = 29) accounted for 
all the substantiated complaints, 
and half of facilities had no com-
plaints (Table 1). The mean and SD 
for substantiated and total com-
plaints per 100 beds per year in 
Fraser Health were 0.78 (1.63) and 
1.81 (2.47) respectively, making a 
substantiation rate over that per-
iod of 43% (data not shown). As in 
Ontario,  most  complaints  in  Fra-
ser Health related to resident care 
(Table 5). Mean substantiated and 
total complaints in Fraser Health 
showed some variation across 
years, with a trend of increasing 
complaints per 100 beds over the 
4-year period (data not shown). 
Fifty-seven percent of nursing homes in Fraser Health 
(n = 35) were for-profit facilities. The mean number of 
substantiated complaints per 100 beds per year was 1.17 
(SD 2.00) and 0.28 (SD 0.72) in Fraser Health’s for-profit 
and non-profit facilities respectively. The mean number 
of substantiated complaints per 100 beds per year was 
lower in facilities with a lower rate of inspection viola-
tions: 0.23 (SD 0.52) versus 1.33 (SD 2.12). Complaints 
per 100 beds per year were also lower in facilities with a 
low-risk rating as compared with facilities with a mod-
erate-  or high-risk rating  (Table  6). In  Fraser Health, 
Table 2:  Number and type of veri￿  ed complaints in Ontario,
2007/08 (N = 604)
Complaint types Veri￿  ed complaints, n (%)
Resident care 156 (52.2)
Facility organization/administration 44 (14.7)
Environment 34 (11.4)
Resident rights 25 (8.4)
Dietary 22 (7.4)
Medical care 6 (2.0)
Alleged sta￿   to resident abuse 3 (1.0)
Alleged resident to resident abuse 2 (0.7)
Other alleged abuse 1 (0.3)
Financial 1 (0.3)
Others 5 (1.7)
Total  299
Table 3:  Veri￿  ed complaints by facility characteristics, Ontario 2007/08 (N = 604)
Facility characteristics n (%)
Mean veri￿  ed complaints
 per 100 beds per year (SD)
Size
  Smaller than or equal to mean* 340 (56.3) 0.50 (1.30)
  Larger than mean* 264 (43.7) 0.38 (0.71)
Ownership
  For-pro￿  t chain 286 (47.4) 0.60 (1.34)
  For-pro￿  t single site 50 (8.3) 0.34 (0.88)
  Non-pro￿  t 94 (15.6) 0.40 (1.03)
  Charitable 54 (8.9) 0.22 (0.49)
  Public (municipal) 103 (17.1) 0.26 (0.53)
  Missing 17 –
Citations per 100 beds per year
  No citations 554 (91.7) 0.38 (1.00)
  One or more citations 50 (8.3) 1.20 (1.60)
Unmet standards per 100 beds per year
  ≤ 2  unmet standards 353 (58.4) 0.14 (0.42)
  > 2  unmet standards 251 (41.6) 0.89 (1.51)
* Mean facility size = 124.5 bedsOpen Medicine 2011;5(4)e188
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adjusted incident rate ratios of substantiated complaints 
and total complaints in non-profit facilities were 0.18 (CI 
0.07–0.45) and 0.34 (0.21–0.57) respectively when com-
pared with for-profit facilities (Table 7) after controlling 
for year and/or facility size.
Discussion
This study found that, compared with for-profit chain 
facilities  in  Ontario,  non-profit,  charitable  and  public 
facilities had a one-and-a-half to two-and-a-half times 
lower chance of receiving a verified complaint (Table 3). 
In Fraser Health, non-profit facilities had a 3 to 4 times 
lower chance of receiving a complaint in comparison 
with for-profit facilities for total and substantiated com-
plaints respectively (Table 6). 
Although further research using more comprehensive 
data is necessary, these findings suggest consistency with 
the US literature. In a 5-year examination of complaints 
in all US states, Stevenson
12 found that for-profit facilities 
had an almost two-fold greater chance of receiving a com-
plaint compared with non-profit facilities and that chains 
had a significantly higher rate of complaints compared 
with non-chain facilities. Harrington and colleagues
5 also 
found  that  for-profit  investor  ownership  predicted  0.679 
additional “deficiencies” (a US regulatory measure similar to 
unmet standards), and chain ownership an additional 0.633 
deficiencies per facility compared with non-profit facilities.
One  interesting  finding  in  Ontario  is  that  non-profit, 
single-site facilities demonstrate higher complaint rates 
in comparison with public and charitable facilities. This 
diversity  of  performance  between  public  and  non-profit 
groups has been described previously in Canadian research 
Table 4:  Incident rate ratios of veri￿  ed complaints* in 
long- term care facilities, Ontario 2007/08 (N = 604)
Type of facility Incident rate ratio*  (95 % CI)
For-pro￿  t single site† 0.56 (0.27–1.16)
Non-pro￿  t† 0.58 (0.34–1.00)
Charitable†   0.43 (0.21–0.88)‡
Public (municipal)†   0.50 (0.30–0.84)§
CI = con￿  dence interval
* Adjusted for facility size
† Compared with for-pro￿  t chain facilities
‡ p < 0.05
§ p < 0.01
Table 5:  Number and type of substantiated and total complaints in Fraser Health, 2004–2008 (N = 62) 
Complaint types
Substantiated complaints*
n (%)
Total complaints† 
n (%)
Care: inadequacy/de￿  ciency in care 21 (16.4) 48 (14.6)
Unsuitable/insu￿   cient sta￿   19 (14.8) 43 (13.0)
Poor environmental sanitation 14 (10.9) 28 (8.5)
Medication concerns 12 (9.4) 24 (7.3)
Physical abuse 8 (6.3) 22 (6.7)
Injury 7 (5.5) 17 (5.2)
Emotional/verbal abuse 7 (5.5) 15 (4.6)
Neglect 4 (3.1) 14 (4.2)
Sta￿   ng:  inappropriate sta￿   conduct 5 (3.9) 13 (3.9)
Sta￿   ng:  unquali￿  ed sta￿   2 (1.6) 10 (3.0)
Poor/inadequate food quality/assistance 4 (3.1) 9 (2.7)
Financial abuse 0 5 (1.5)
Care plans: inadequate or not in place 1 (0.8) 3 (0.9)
Improper discipline or behaviour management 0 1 (0.3)
Over licenced capacity 0 1 (0.3)
Other 24 (18.8) 69 (20.9)
Data not available 0 8 (2.4)
Total 128 330
* “Substantiated” complaints include complaints with all allegations substantiated and complaints with some allegations substantiated.
† “Total” complaints comprise substantiated complaints, unsubstantiated complaints, complaints for which there is insu￿   cient information for 
them to be substantiated, complaints outside licensing mandate, and complaints for which data are not available.Open Medicine 2011;5(4)e189
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most common complaint in US nursing homes,
12,36 com-
plaints of abuse were relatively rare in both Canadian 
jurisdictions  studied.  However,  again,  given  the  lack 
of  a  common  complaints  classification  system  across 
jurisdictions, it is difficult to know how to interpret this   
difference. 
Fewer  than  half  of  all  complaints  lodged  in  Fraser 
Health were substantiated (43%). This is only slightly 
higher than the 38% substantiation rate in the United 
States
12 and underscores the challenge to regulators to 
corroborate complaints in this population. Reported 
events are often unwitnessed, and cognitively impaired 
residents may have difficulty recalling the details of a 
given  experience.  Despite  the  low  substantiation  rate, 
in view of the power imbalance that families and resi-
dents may face when lodging a complaint, there is no 
reason to believe that the majority of complaints made 
are unfounded. 
The finding that the frequency of complaints is higher 
in facilities with higher rates of citations and inspection 
violations is not surprising, given that complaints trigger 
further investigations, thereby increasing the likelihood 
of regulatory findings and/or sanctions. This is consist-
ent with US findings that the number of complaints dur-
ing one 3-month period was positively associated with 
deficiencies identified by inspections in the subsequent 
period.
12,36 However, because of the cross-sectional na-
ture of our study, it is also possible that facilities with 
poorer performance on other regulatory measures are 
also more likely to receive complaints. 
Limitations.  This study has a number of limitations. 
First, we were unable to adjust for resident case mix. 
Although  one  study  of  nursing  homes  in  Massachu-
setts found no effect of case mix on complaints, it would 
nonetheless be important for future research to adjust 
for this.
36 Although complaints should theoretically be 
independent of case mix, it is possible that such lack of 
adjustment may result in unintended bias. For example, 
a disproportionate number of residents with dementia 
in non-profit and public facilities who may be less likely 
to lodge complaints could produce a spurious associa-
tion between for-profit facilities and a higher complaints 
rate. Moreover, because of this limitation, we cannot de-
finitively conclude that our findings are consistent with 
those of US studies in which facility case mix adjustors 
were used. We were also unable to measure the degree 
to which families are involved in visiting residents and 
the presence of family councils, both of which are known 
to  influence  the  frequency  of  complaints.
12  Future  re-
search using more comprehensive quality-of-care data, 
on ownership and quality in nursing home populations. 
One study found that BC hospitalization rates for care-
sensitive conditions in publicly owned or hospital-based 
facilities were significantly lower than in both for-profit 
and non-profit single-site facilities.
22 A more recent study 
from British Columbia suggested that these differences 
may be related to the higher staffing levels in publicly 
owned facilities as compared with both for-profit and 
non-profit single-site facilities.
23
The  rate  of  verified/substantiated  complaints  over-
all appears to be lower in Canada than in the United 
States, where the national average number of substanti-
ated complaints was 4.3 per 100 residents.
12 (The corres-
ponding rate was 0.45 and 0.78 per 100 beds in Ontario 
and Fraser Health respectively.) This may be because US 
consumers truly experience a lower quality of care than 
their Canadian counterparts; however, such differences 
across jurisdictions are more likely to reflect differences 
in  regulatory  systems  than  differences  in  quality  per 
se.
12 Moreover, even within the United States the annual 
number of complaints per 100 beds ranged from a low 
of 0.6 per 100 beds in South Dakota to a high of 16.5 in 
Washington.
12 Such variation underscores that, although 
complaints have the potential to be a useful additional 
measure  of  quality  of  care,  variation  in  complaints  is 
best examined for facilities within the same regulatory 
jurisdiction rather than between jurisdictions that may 
have very different contexts.
12 
Similarly, the somewhat higher rate of complaints 
seen  in  Fraser  Health  in  comparison  with  Ontario  is 
more likely a reflection of jurisdictional differences be-
tween the 2 provinces in the complaints process rather 
than of quality differences per se. Both provinces now 
require, by law, a Residents’ Bill of Rights to be posted in 
a visible place in all facilities, and both provinces require 
facilities, at the time of admission, to advise residents 
and their representatives about the processes available 
for the expression of concerns, including how to lodge 
a formal complaint. However, such legislation has come 
into force in both jurisdictions only in the last 2 years. 
Unmeasured  jurisdictional  differences  in  the  ease  of 
lodging  complaints,  public  awareness,  and  the  confi-
dence of complainants are all factors that may influence 
the frequency of complaints.  Furthermore, even within 
jurisdictions, some facilities may do a more thorough job 
of educating residents and families about complaints, 
resulting in intra-jurisdictional variation that is not re-
flective of quality.
Another interesting difference in our findings relative 
to those of US studies is the frequency of complaints of 
abuse against residents. Whereas this was the second Open Medicine 2011;5(4)e190
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Finally,  there  are  a  number  of  potential  sources 
of unmeasured bias in such a study. There may be re-
porting bias in Ontario, where at the time of the study 
the legislated duty to report complaints in for-profit and 
non-profit facilities may have resulted in disproportion-
ally higher rates of reporting of complaints from these 
facilities in comparison with municipal and charitable 
homes. Also in Ontario, both charitable and municipal 
homes tend to have longer wait lists than for-profit facili-
ties; families, after waiting a long time to get into these 
facilities, may be more reluctant to complain. 
Although a majority of facilities in both jurisdictions 
had no substantiated complaints, their absence in a facil-
ity, like the absence of other indicators of poor quality, 
longitudinal data sets, case-mix adjustors and qualita-
tive interviews with complainants is needed to fully 
understand the causes of complaints. 
A second limitation is the cross-sectional nature of 
the study. For Ontario, we were restricted to 1 year of 
data only and, for BC, complaints data were available 
from one health region only. Third, we were unable to 
link complaints data to other quality measures. Research 
in the United States has demonstrated an association 
of higher complaint rates with lower care aide staffing 
levels and higher rates of pressure sores,
36 and it would 
be important to assess the degree to which complaints 
correlate with these and other care process and outcome 
quality measures in the Canadian context. Fourth, our 
study did not distinguish between user-pay facilities and 
for-profit facilities whose main income source is from 
publicly funded beds. Although the former group ac-
counted for a relatively small proportion of all long-term 
care beds, there may well be important distinctions be-
tween the care quality in such facilities. Fifth, by meas-
uring complaints per bed as a surrogate for complaints 
per residents, we were assuming full occupancy at all 
times. Although we believed this to be a reasonable as-
sumption, given long wait times for admission to nursing 
homes in both jurisdictions,
35 it is possible that this as-
sumption may not be equally true across facilities of all 
ownership categories and may have biased our results. 
Table 6:  Substantiated and total complaints by facility characteristics, Fraser Health  2004–2008  (N  = 62)
Facility characteristics n (%)
Mean substantiated complaints 
per 100 beds per year (SD)*
Mean total complaints 
per 100 beds per year (SD)†
Size
  Smaller than or equal to mean‡ 36 (58.1) 1.03 (1.99) 1.98 (2.75)
  Larger than mean‡ 26 (41.9) 0.44 (0.85) 1.56 (2.05)
Ownership
  For-pro￿  t 35 (56.5) 1.17 (2.00) 2.57 (3.00)
  Non-pro￿  t 27 (43.5) 0.28 (0.72) 0.82 (0.85)
Inspection violations per 100 beds per year
  Lower than or equal to median§ 31 (50.0) 0.23 (0.52) 1.07 (1.73)
  Higher than median§ 31 (50.0) 1.33 (2.12) 2.54 (2.88)
Risk rating||
  Low 24 (38.7) 0.34 (0.86) 1.23 (1.59)
  Moderate or high 31 (50.0) 1.25 (2.07) 2.34 (2.82)
  Missing 7
* “Substantiated” complaints include complaints with all allegations substantiated and complaints with some allegations substantiated.
† “Total” complaints comprise substantiated complaints, unsubstantiated complaints, complaints for which there is insu￿   cient information for them to be 
substantiated, complaints outside licensing mandate, and complaints for which data are not available.
‡ Mean facility size = 89.4 beds
§ Median number of inspection violations = 3.5 per 100 beds per year
|| Risk rating data available only for 2007/08
Table 7:  Incident rate ratios of complaints* in long- 
term care facilities, Fraser Health, 2004–2008 (N = 62)
  Complaint type Incident rate ratio* (95% CI) 
   Substantiated †  0.18 (0.07 – 0.45) ‡
Total § ||       0.34 (0.21 – 0.57) ‡
CI = con￿  dence interval
* Adjusted for year.  Non-pro￿  t compared with for-pro￿  t facilities.
† “Substantiated” complaints include complaints with all allegations 
substantiated and complaints with some allegations substantiated.
‡ p < 0.001
§ “Total” complaints comprise substantiated complaints, unsubstantiat-
ed complaints, complaints for which there is insu￿   cient information 
for them to be substantiated, complaints outside licensing mandate, 
and complaints for which data are not available.
|| Adjusted for facility sizeOpen Medicine 2011;5(4)e191
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